1 Introduction 1.1 Cardiac rehabilitation can be defined as the process by which patients are restored to and are maintained in their optimal physiological, vocational, and social status. It is a multidisciplinary approach to improve shortterm recovery and to promote long-term changes in lifestyle which correct adverse risk factors. 1.2 Ischaemic heart disease remains the commonest cause of cardiac death in western societies and the highest rates in the world are found in parts of the British Isles. In most district general hospitals myocardial infarction and other coronary syndromes are the largest single diagnostic category for patients admitted to general medical beds. For a population of 200 000 this usually means that between 200 and 600 patients per year would be suitable for cardiac rehabilitation depending on the local prevalence of disease. In addition increasing numbers of patients are being treated by coronary artery bypass grafting or angioplasty. Two thirds ofthese people could be expected to resume their normal daily duties either at work or at home. 1. 3 The first cardiac rehabilitation service was set up in the United Kingdom over 20 years ago, but despite the large numbers of patients who might benefit, only a few have facilities available to them now; this is largely because of a divergence of opinion among cardiologists and physicians about the physical and psychological benefits of rehabilitation. the working party suggested that approximate running costs per patient session were £ 15 for a fully monitored unit in a cardiac centre, £5 for a district hospital, and £4 for a community based programme. 6.9 At present there is no nationally co-ordinated scheme for training in cardiac rehabilitation, and those interested in starting a course usually visit another centre informally or attend one of the courses held periodically at one ofthe established centres. Counselling is an important aspect of rehabilitation which at present is often carried out in an amateur fashion through lack of more formal training. Group, about one third of Health Districts wished to establish a rehabilitation programme, and only one third expressed no interest. 8.2 The level of direct involvement by cardiologists in rehabilitation programmes in the British Isles is very low, with less than one third of established courses retaining the support of the local cardiologist. It is perhaps surprising that although most cardiologists make extensive use of exercise testing after myocardial infarction, so few use this to aid exercise training. This may reflect the current emphasis in training on "high tech" procedures rather than a more holistic approach to patient care. Nevertheless, the cardiologist will remain the most appropriate individual to coordinate the activities involved in cardiac rehabilitation in most district hospitals. 8.3 The role of cardiac rehabilitation after myocardial infarction and coronary artery bypass graft surgery is generally established, but patients also benefit after cardiac transplantation or valve surgery. Rehabilitation may also be beneficial for patients with angina pectoris who have not yet sustained a myocardial infarction, patients with class II or III heart failure, after angioplasty, physiological pacemaker implantation, and prosthetic valve surgery; and in younger patients after correction of congenital heart lesions. The disparate nature of these groups emphasises the importance of tailoring programmes to individual patient needs; congenital heart disease patients and prosthetic valve recipients may well benefit from the non-exercise elements of cardiac rehabilitation. 8.4 Many programmes tend only to include patients up to the age of 65 and it is now generally agreed that there should be no specific age limit; elements of the rehabilitation programme applicable to patients in the older age groups should be made available. 8.5 The lower incidence of coronary heart disease in women has led to fewer female patients being included in programmes. Though a training response similar to that in men can be obtained, drop-out rates are high both in the British Isles37 and the United States.38 Therefore, female patients need to be encouraged to participate in rehabilitation particularly because the psychological and vocational aspects of cardiac disease in women has attracted insufficient attention. 8.6 Perhaps because of the pressures under which many programmes operate, little attention is given to the non-attender. Such patients frequently have social or psychological problems that place them in a high risk group. The rehabilitation co-ordinator is probably best placed to identify problems that may prevent patients attending and bring them to the attention of the clinician concerned. 8.7 If cardiac rehabilitation is to fulfil a longterm preventive function there must be more emphasis on continuing exercise and risk factor modification as seen in North America and Europe. This is only feasible on any scale in the British Isles with self-help groups, often supported by charities such as the Chest Heart and Stroke Association. At present these facilities exist in less than 20% of health districts. Medical risk factors such as hypertension and hyperlipidaemia are the responsibility of the primary health care team.
9 Recommendations 9.1 Every major district hospital that treats patients with heart disease should provide a cardiac rehabilitation service; at present too few do. 9.2 The programme should be multidisciplinary and usually exercise based, depending on the resources available. A local co-ordinator is essential. 9.3 The expertise available for a comprehensive programme is available in most district and major cardiothoracic centres, but requires consultant leadership, most appropriately by a cardiologist. 9.4 There is a continued need for research into the evaluation of not only the physiological response, but also the social and psychological aspects of rehabilitation. 9.5 The role of vocational rehabilitation in recovery needs greater recognition. 9.6 The special problems of women and children and certain ethnic groups need to be addressed. 9.7 Rehabilitation should be tailored to the individual needs of patients and special group requirements. Arrhythmia monitoring is necessary for high risk patients. 9.8 Individual programmes should evaluate their outcome, and a standard format of audit could be agreed nationally to allow comparison.
